A method of testing the location of an endotracheal tube, in the trachea or oesophagus, was subjected to trial. The test involves drawing back on the plunger of a 50 ml syringe connected with airtight fittings to the endotracheal tube connector, with the endotracheal tube cuff deflated. The ability to withdraw 30 ml of air confirms tracheal intubation. When marked resistance to withdrawal of the plunger occurs and on release the plunger rebounds to its original position the oesophagus has been intubated. The method was 100% accurate in fifty intubations, 25 tracheal and 25 oesophageal. The technique has been in routine use by one author for several years without giving an incorrect answer and enthusiastic use by other authors is producing the same result.
Inadvertent intubation of the oesophagus instead of the trachea is still a cause of anaesthetic catastrophes, although the subject has received considerable attention in the literature in recent years. I . 3 Awareness of its possibility deserves high priority at all levels of anaesthetic tuition. Although the following points are matters of general agreement, they seem still not to be sufficiently appreciated. (a) Clinical testing cannot always be relied on to determine correct placement of the tube. (b) The only completely reliable signs of tracheal intubation are (i) the certain sighting of the tube's passage through the larynx, or confirmation of its location by check laryngoscopy. Anatomical variations do not always allow this to be done. (ii) The identification of normal trachea beyond the endotracheal tube using a fibreoptic bronchoscope or tracheoscope. (iii) Detection of physiological concentrations of carbon dioxide in exhaled gas using a carbon dioxide analyser. (c) Any sign of hypoxia developing within twenty minutes of intubation is to be regarded as due to oesophageal intubation, unless such cause can be confidently eliminated. The traditional maxim, 'when in doubt, take it out', is useful as a reminder that a lifethreatening situation may be present and that prompt, correct action is called for. Even more fundamental, however, is the realisation that by the time the gravity of the matter has been recognised, hypoxia may have advanced to the point of imminent permanent damage or death, and any action short of actually supplying oxygen may mean the loss of the last slender chance of survival.
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End-tidal carbon dioxide monitoring coupled with pulse oximetry and the use of the intubating bronchoscope in cases of suspected difficult intubation will remove doubt about the tube placement. Until such devices are available in every operating theatre, anaesthetists must continue to depend on clinical methods of detection.
The risks associated with oesophageal intubation could be greatly diminished by using a more accurate clinical method of determing the site of tube placement.
It was decided therefore, to test the proposition that the difference in anatomy between the trachea and the oesophagus, in that one has rigid walls and is permanently held open while the other has muscular walls and is normally closed, may be exploited in devising a better discriminatory test.
PATIENTS AND METHODS
Fifty adult patients having elective surgery, all ASA risk category I or 11, were intubated by one of us (M.J.R.). All anaesthetics were administered by specialist or senior trainee anaesthetists.
An aspirating device had been prepared from equipment found in every operating suite, consisting of a 50 ml syringe to which was attached a 15 mm female right-angled connector, using some suitable air-tight method (Figures 1 and 2 show that in this trial a Rusch 11 mm endotracheal tube adaptor was used). Following intubation, the device was attached to the connector in the top of the endotracheal tube and an attempt made to aspirate about 30 ml of air, prior to the inflation of the cuff.
The anaesthetist who performed intubation placed the tracheal tube randomly in either the trachea or the oesophagus. The second anaesthetist then used the aspirating device and nominated the site of placement. 
RESULTS
Twenty-five placements were made in each of the trachea and oesophagus and the observer's assessment was correct on every occasion. The difference in the test in the two locations was pronounced and obvious. With the tube in the trachea, the syringe plunger was easily drawn back, but when it was in the oesophagus, there was marked resistance to withdrawal, and on release the plunger rebounded to its original position. DISCUSSION Correct distinction between placement in the trachea or oesophagus was made on every occasion, aspiration of air being either easy or impossible. This aspiration test has been previously reported but without a clinical trial (Pollard BJ, Junius F. Poster Exhibition, European Congress of Anaesthesiologists, Hamburg, 1980). It has been in regular use by one of the authors and other anaesthetists for several years and has not produced a false result.
The test is considered so reliable that it may be regarded as the preferred method of checking tube placement, especially after difficult intubation, when check laryngoscopy would be even more difficult and timeconsuming. It could be a valuable addition to one's intubation procedure, either as a matter of routine or at least, when there has been any doubt about visualisation of the larynx.
The necessity for the system to be air-tight demands care in attaching it to the tracheal tube and requires that the device be checked prior to use. If the test is to be applied during the course of an anaesthetic in a patient who may have stomach contents, cricoid pressure should be correctly applied at the same time because the cuff of the tracheal tube must be deflated during aspiration. We note that a recent publicationS describes the use of an identical aspirating device, but it makes no reference to the cuff of the endotracheal tube. We believe that if the cuff is inflated to an airtight fit and the aspiration test performed, some degree of hypoxia and bronchial wall collapse may occur. Deflation of the cuff allows entrainment of air from the upper airway passages and consequently an easy aspiration in the trachea, but makes no difference to the inability to aspirate from the oesophagus. Supplies of these aspirating devices can be readily assembled so that one is available to every anaesthetist.
